Introduction
The Registered Nurses' Association of Ontario's (RNAO) flagship Best Practice Spotlight Organisation® (BPSO®) Program is scaling up implementation around the globe.
The Australian Nursing and Midwifery Federation (ANMF) is the largest professional organisation and trade union for nurses, midwives and assistants in nursing and has a commitment to fostering high standards of professional practice, effective bargaining and industrial representation of members as well as a progressive, social justice based approach to policy issues facing the health system (1).
ANMF (South Australia {SA} Branch) is a state (provincial) member of the national ANMF and is the largest union in the state. With over 20,000 members the ANMF (SA Branch) is the largest nursing and midwifery professional body in the state and advocates strongly for effective health policies, workforce issues and negotiates industrial conditions (labour agreements) for its members (2) . In addition, ANMF (SA Branch) is also a successful provider of vocational education and continuing professional development; also it has established its own legal practice to support members, and has recently founded the Rosemary Bryant AO Nursing & Midwifery Research Centre in collaboration with the University of South Australia (3).
ANMF (SA Branch) is proud to have been one of RNAO's first international partners to host the world-renowned BPSO Program in our country. This relationship has allowed us to grow the program locally within the vision and standards established by the RNAO. So, after one full cycle-a three-year qualifying period-of the program locally, what has the experience in Australia been so far?
The RNAO BPSO program supports implementation of R N A O Best Practice Guidelines ( B P G ) at the organizational level (4) . Established in 2003, it is internationally renowned and has been successful in demonstrating the uptake and utilization of BPGs. The program's strategic approach has served to promote the development and spread of evidence-based cultures, improve patient care, and to enrich the professional practice of nurses and other health-care providers. BPSOs commit to a qualifying period of three years, where a formal partnership is established and defines the role of RNAO and the expected deliverables of the BPSO. There are two models of the BPSO designation: BPSO Direct and BPSO Host. BPSOs Direct focus on enhancing their evidencebased nursing practice and decision-making cultures, with the mandate to implement and evaluate multiple clinical practice guidelines. In the case of ANMF (SA Branch), it entered a formal agreement with RNAO to become a BPSO Host, oversee the RNAO BPSO program in Australia, and to be responsible for all aspects of the program from selecting organizations interested in becoming BPSOs to reporting progress back to RNAO. At the end of the qualifying period, and assuming all deliverables are met, the BPSOs earn their designation and shift to focusing on sustainability and spreading of evidence-based practice.
The Birth of the Program in Australia
ANMF's dual role as a bargaining labour union and as the professional association means that we lead on a very wide range of activities, from professional standards, legislation and codes to political policies and wages and working conditions of our members. Many of these apparently separate roles do in fact overlap. For example, the regulation of safe staffing levels and skills mix in public hospital settings have been achieved by their inclusion in our bargaining agreements along with wages and working conditions, allowing enforcement through our legal system as necessary.
ANMF (SA Branch) seeks to advocate for, and partner with, our governments and health system managers to carry out reforms to health-care delivery and structures that will improve access to high quality and effective health services that optimize health outcomes for people and the community.
Unfortunately, when it suits the interests of bureaucrats, in particular, to attempt to narrowly describe our role they invariably use "the Union" terminology to draw attention away from our wider professional and political roles. In this case, it was suggested that the university sector could cover the area of evidence-based practice better.
Based in the academic sector as well as in South Australia, is the Joanna Briggs Institute (JBI), an international not-forprofit, research, and development Centre that support the synthesis, transfer and use of evidence for the improvement of health-care outcomes. Given this proximity in site and goal, we worked with the JBI and showed the partnership potential and complementary components between our programs.
Explaining the program and its unique characteristics to local decision makers and funders was difficult. There was resistance to a program that would be hosted by "the Union." In the end, the Health Minister made the decision that he would support the allocation of funds to the pilot project, in large measure, based on the additional investment of ANMF (SA Branch) funds.
Initial Barriers
We were funded, and advertised for, two pilot sites and received a number of inquiries; however, we struggled to get formal applications. The advertisement of the program was undertaken through the ANMF website, in publications and through direct correspondence to health services across the state. In addition, the Nursing & Midwifery Office of the Department of Health also circulated information to nurse executives via its own information system.
As a new program and in a healthcare environment that was overburdened by reforms and projects, creating interest in taking on yet another new pilot, was initially problematic.
The organizations that expressed interest before the program was funded withdrew interest due to other competing organizational and funding priorities at the time. We finally received a formal application from the Central Adelaide Rehabilitation Service (CARS), which was followed by an application from the whole Northern Adelaide Local Health Network (NALHN-a regional health authority). This allowed us to get the program underway with two very different organizations in terms of their size, scope, and focus.
Our first pilot site was small in number but huge in its achievements. Dr. Irmajean Bajnok, then RNAO Director of the International Affairs and Best Practice Guidelines Centre, facilitated the program supported by our BPSO lead.
This first BPSO Orientation Program was delivered very much as it was in Canada, and built on the relationships already established through international visits and exposure to training. This gave our pilot sites access to the wealth of knowledge and experience that the RNAO had built over the years in the development and implementation of the program.
Since that initial delivery, we have modified subsequent BPSO Orientations by increasing substantially the local support. The greater integration of the Host's leadership with
The Best Practice Spotlight Organizations (BPSO) Program Experience in Australia local implementation in Australia has meant that some of the work necessary to prepare the sites for implementation can be done during that process, rather than in advance.
We were greatly assisted by the monthly mentoring sessions with our RNAO BPSO Coach Dr. Bajnok and other RNAO team members, which we conducted by teleconference and/or webinars. This allowed modification of processes or approaches to the local context while remaining true to the principles and essential architecture of the program (5-7).
The Program Activation
We began the implementation at the Central Adelaide Rehabilitation Service (CARS), and it was a great site to work with in a pilot program. Being relatively small, with approximately 140 beds in two (2) locations and a small range of community based services, CARS had the additional benefit of also having a strong and singular focus on rehabilitation and recovery. It is home to the state-wide spinal and acquired brain injury rehabilitation services as well as a range of other generalist restorative care services.
Nurses in CARS loved this program! The site reported that the Best Practice Guidelines were constantly being borrowed from the project office and found in the wards.
We had very little difficulty in recruiting to the champion roles. As we have described earlier, in our implementation model we play a very direct role in the training and support of the champion's network within the candidate sites. This reduces the workload of the candidate site but increases the responsibilities and load we bear.
We began by planning for the sustainability of the program. CARS identified other quality systems and business reporting obligations, and we explored how we could align our own evaluation systems with these. This has led to a capacity of our sites to align the evidence of the effect of their BPSO work with national accreditation standards, as well as meet their state health system quality reporting obligations (8) ( Table 1 ).
The Program Maturing
The addition of Northern Adelaide Local Health Network (NALHN) to the BPSO cohort was a real test for the scalability of the program.
NALHN has two acute hospital sites totalling approximately 550 beds, and one of those sites is being transitioned to meet the tertiary care needs for the region's people. It is therefore experiencing growth, both in the number of patients and also the diversity and complexity of specialist services, with intensive care, cancer services, cardiology, specialist surgical and medical services. It also delivers a range of community and primary based services and a range of specialist mental health services (9).
We repeated and built on lessons learned from CARS. Nurses at CARS, particularly those in leadership and change champion roles, also acted to mentor staff from NALHN in relation to various aspects of the program (10).
In time, NALHN also worked to develop new ways of implementing and adapting things to meet their needs.
The rapid growth in services, change in the environment and staff cohorts meant that the organisation saw the need to invest in leadership development. Using the materials within the RNAO Implementation Toolkit, we ran leadership institutes across both CARS and NALHN, with great results. 
Clinical Best Practice Guidelines
Client Centred Care (9) Care Transitions (10)
Healthy Work Environment Best Practice Guidelines
Collaborative Practice among Nursing Teams (11) Developing and Sustaining Nursing Leadership (12) Developing and Sustaining Effective Staffing and Workload Practices (13) Source: Authors' own elaboration.
Evaluation of BPSO Impact at NALHN
To enable the comparison, and measure the impact of the NALHN BPSO Point of Care Leadership and Healthy Work Environment Institute, two surveys were administered pre-and post-workshop. Staff (n=30) participating in the workshops were presented with a series of knowledge, understanding and attitudinal statements, and asked to rate their level of agreement with those statements on a scale from 0 to 10. This was undertaken prior to the workshops. The repeat survey undertaken following attending the workshop has a response rate of n=29 so a high degree of comparability follows (10-13).
Describe the participants. How they were selected. Any sociodemographic data collected? 
Ensuring Sustainability -A focus on evidence of results
We were cognisant of the need to demonstrate outcomes from the pilot that would drive the Health Department to support its continuation. The evaluation showed encouraging results -both in the nurse and patient metrics. Using CARS as our starting point, since they had the earlier start, we began to explore the clinical results which were impressive.
Patient/Client Experience
The following graphs show the measures (from the RNAO NQuIRE Database) for patient/client experience across CARS showing improvement over the period after implementation. (Chart 3, 4, 5 ).
We were concerned by the apparent deterioration of results towards the end of the period. However, even that made sense when we considered the fact that there was a match between the lower scores and the organisational change resulting from service transfers (out of CARS) and announcements that the major site for rehabilitation was to close in the coming three years. Monitoring these results alerted nurse leaders to the impact on patient outcomes so that they could refocus their teams on patient care.
Patient restraint had been a significant issue for the service. One of the selected BPGs related to the use of restraint, and the impact of its application to CARS was clear as the following charts demonstrate Chart 6, 7, 8. Nursing staff attending the workshops scored significantly higher in all three areas of knowledge and understanding than staff that did not attend.
The use of restraint (reportable under the safety and quality framework) was reduced after implementation by around 50% (14) (Chart 9).
There was a similar improvement in the number of patient falls reported over the period from a total of 11 incidents in 2012/13 to 5 in 2014/15 (14) (Chart 10).
This represents a reduction of 54.5% for CARS whilst the whole of SA Health showed an average reduction of 18.6% for the same period providing support for claims that local change factors drove the change rather than whole of health system changes.
Another measure known to be sensitive to changes in the quality of nursing care is hospital acquired pressure ulcers (HAPUs). CARS once again showed very significant improvement with rates halving from 78 in 2012/13 to 39 in 2014/15 (14) (Chart 11).
Demonstrating Economic Return
The Australian health system, like most around the world, is increasingly focused on "the bottom line." For this reason, and because the value proposition is of genuine importance, we gave thought as to how we could begin to demonstrate the economic argument for evidence-based practice alongside the nursing and clinical impacts (15, 16) .
Converting the learnings to an economic impact is less developed and understood, although in some cases, is obvious. Measures that reduce the length of stay in hospital through interventions, such as those that reduced the incidence of pressure ulcers, urinary tract infections, and falls, are well reported (17) (18) (19) (20) . The fact that there is a reduction in the length of stay clearly impacts on cost of care but is rarely quantified in the reports. RNAO estimated that in terms of financial outcomes, reduced prevalence of pressure ulcer results in saving of minimum $9,000 pressure ulcer. RNAO also states that reduced injury from falls results in savings of minimum $35,000/fall. This must be documented, rather than estimated.
Using the RNAO benchmarks and literature review of economic analysis, we valued the savings to be $210,000 from changed performance in those areas and the resulting reduction in number of falls. A further $351,000 could be attributed to reduced HAPU (14) .
Given that the grants to worksites participating in the program were a total of $100,000 per year, the return on investment from these (recurrent) savings alone more than made the case for the program.
Increasingly we need to be capable of building reports that show the value of nursing practice, nursing decision making and leadership of the care program.
Conclusion
RNAO's well-established processes and systems were very conducive to initiating the BPSO Program in Australia. Modification of those processes to meet the particular role and circumstances of the Australian Host, through negotiation with RNAO, permitted a more efficient use of resources locally whilst retaining a model consistent with the rigour of the program.
Demonstration of improved clinical care and professional practice was evident in the evaluation of the pilot sites. However further funding commitment necessary for the extension of the program to other sites was not provided until we could also establish improved economic performance in addition.
The integration of evaluation measures with other performance and reporting systems in the candidate sites improved reporting, and also gave richer data that supported processes for accreditation and performance reports for the organisations.
Whether providing evidence for funding of this program, arguing to sustain nursing positions or to support improved wages or working conditions, we need to be able to demonstrate impact across all of the relevant domains. In an increasingly cost constrained health-care system, one of these domains is, and will, focus on economic or financial criteria.
If as nursing organisations we do not work to frame evidence that will meet the needs of decision makers, we will weaken our capacity to influence outcomes that would benefit not only nursing and midwifery staff but the patients and clients that receive their care.
